and build, about 39 years of age, and has been eight years married. Her first child was born in England; the labour was tedious, and had to be finished with forceps. Her second and third confinements took place in Dundee, and she states that they were both easy and normal. I attended her in her fourth in July 1877, and also in her fifth on 19th August 1879. Both labours were rapid and easy, the latter especially so. No trace of tumour was noticed then; but, no symptom of such a complication being present, the uterus was not so carefully explored as to lead me to say positively that it had not then originated. She has never had a miscarriage, haemorrhage, or any serious illness, and both her parents are alive and in good health. During the present pregnancy she has been fairly well, but, if anything, felt weaker than usual, especially in the lower part of the back opposite the lower lumbar vertebrae. The foetal heart was heard. The abdomen was large, and the head seemed to be presenting. 7 o'clock p.m.?Examination per Vaginam.?The passages were moist and well lubricated with tenacious mucus; the membranes were ruptured, and the os and cervix uteri were flaccid and well dilated. At the brim, on the posterior wall of the uterus, and about an inch above its posterior lip, was felt a large, fleshy, fibroid mass.
It seemed, as far as I could judge, to be from 1? to 2 inches in thickness, occupied the conjugate diameter of the brim, and extended more to the right sacro-iliac space than to the left. Anteriorly the foetal head was felt entering the brim, and with some little difficulty could be recognised occupying J;he first position, viz., occiput to the left and anteriorly, or rather between that and the transverse diameter. Indeed, so peculiar did the whole thing feel that the cleft between the tumour and the head made me think that <ff I had a breech presentation to deal with, it felt so like it; but after feeling carefully all round and coming upon the anterior fontanelle, the true nature of the case became manifest. This sketch will help to illustrate the case as far as the position of the tumour is concerned. It is an imaginary section through the brim of the pelvis perpendicularly and in the conjugate diameter, which is represented by the line A B. The tumour is darkened, and SS is the line of the sagittal suture.
The patient complained of pain during the examination, and more especially when the swelling was touched. She said it was more tender than any other part. I made up my mind to remain with her for a few hours and see how she would get on. During the greater part of that time she remained in bed in the knee-elbow position, and when asked why, answered "that she thought she was easiest in that way." She also complained of slight dysuria.
One attempt was made to push back the tumour in this position, but it was too firmly fixed. The pains were numerous, but very weak and irregular. 11 o'clock p.m.?Another examination was made per vaginam, i.e., four hours after the first. There was no change in the condition of things 5 the head had made no progress in descent, but seemed to remain fixed. I made up my mind now to finish the labour, and in the first place to give the forceps a fair trial. The patient was therefore put completely under the influence of chloroform, and a catheter passed to make sure that the bladder was empty. The rectum was empty. Other minor points preparatory to using the instrument were attended to.
The state of matters at the brim were again carefully explored while the patient was under the influence of the anesthetic, to make sure that as correct an appreciation of the case as possible had been obtained. The lower blade of Simpson's double-curved forceps (the instrument which I have been in the habit of using) was now introduced, and slipped into its position quite easily. The upper blade was then lifted up and introduced. Some difficulty was experienced in getting it into position opposite its fellow, and to lock easily.
As an accurate and easy lock was of great importance in a case like this, a little time was taken up in securing it.
Everything being now ready, steady traction efforts were made as near as possible in the line of the pelvic axis, at short intervals, commencing very gradually, and increasing the strength of each pull as time went on. The head seemed to make little or no progress for a considerable time; and as some efforts at traction more decided than I had been using threatened to bring the mother's body along with them, 1 found it necessary to plant my right foot on the patient's left hip in order to fix the pelvis. This had the desired effect. The process of extraction occupied an hour and fifteen minutes; indeed I was almost beginning to despair, when the head cleared the obstruction and descended into the pelvis. One slight pull more brought it beyond the external parts. The instrument was now removed. Daring the whole time it had been used purely as a tractor, no oscillatory or pendulum-like movement being resorted to, and no compression was made upon the fetal head through the handles. At this stage a medical friend arrived. My arms being tired, he kindly finished the case. The head remained about fifteen minutes apparently fixed before the movement of external rotation took place, after which the body was quickly expelled. The secundines came away quite easily, the uterus contracted firmly, and there was not more than the usual amount of ha3morrhage. On examining the uterus the tumour seemed to occupy a large portion of its posterior wall. It was smooth, of an ovoid form, slightly flattened antero-posteriorly ; marked on its anterior surface with a depression or grooved hollow, not deep, but distinct ,? had a hard, fibrous feeling, and was apparently submucous. Its longitudinal diameter would measure about 3 inches, and its transverse rather over 2. I did not care for fingering it more at the time. The binder was applied, and an opiate left with the friends, to be given during the night.
The umbilical cord pulsated when the child was born; but though efforts for its resuscitation were tried, they were of no avail.
The child was large and well formed, above the average weight, I should say, from its appearance; the head was also large, and had been grasped by the forceps in the oblique diameter, the mark of the upper blade being over the right temple. The face, especially towards the left side and temple, was much blackened and ecchymosed. I regret now that measurements of the head had not been taken then; on the following day it was too late. Saturday, 5th February.?Doing well. Uterus felt above the brim, and the right side with more difficulty than it was a week ago. The fundus is still about 2 inches above the pubes.
Saturday, 12th February.?Patient is out of bed and moving about the house, so examination not made. Saturday, 19th February.?Exactly four weeks since confinement. The fundus uteri is just about the level of the pubes. On internal examination the os is contracted, and merely admits the tip of the finger, the tumour being touched with difficulty. The sound passes on each side of the mass into the uterine cavity, which measures not more than 3 inches.
The point of the instrument moved freely in the fundus of the cavity. The tumour is evidently mucli smaller than it was when labour took place a month ago. I think the diminution seems to be more marked transversely than vertically. The patient has had no specific treatment.
Remarks.?I have described the case minutely, even at the risk of being tedious. It is a rule preparatory to using the forceps " to be assured of their necessity." It might almost be said with equal force that no one having used them, especially in a troublesome case, should lay them aside lightly and without reflecting carefully on the condition of things that had to be contended with, whether the principles which guided him bore the test of scrutiny, and, all things considered, was the treatment adopted the best one in the circumstances for the patient. Before such a question can be answered, a minute knowledge of the facts is necessary.
In this case there were two factors retarding labour:?
1st, A tumour obstructing the maternal passages. 2d, Partial inertia of the uterus due to its presence.
The first consideration, then, is, having waited four hours, whether wait longer in the circumstances or finish the labour? I think the balance of evidence was in favour of the latter course (the one adopted). Suppose interference had been withheld till morning, the probability was that the same amount of interference would have been necessary in the end, and would have to be carried out on a patient so much the more exhausted by the delay.
Having decided to finish the labour, how was it to be done? by means of forceps or turning ? Authorities1 are agreed that inches is the narrowest conjugate in which we can expect to use the forceps successfully, and the same authorities agree in considering 3 inches as the minimum in which turning should be attempted. The conjugate, so far as could be judged, was too narrow for the forceps; but then the narrowing was caused by a fleshy body movable within certain limits, consequently it might be enlarged by the compressibility of the body. Against turning there were two considerations :? 1st, The membranes had ruptured early, and the liquor amnii had escaped more than four hours previously.
2d, The walls of the uterus were adapted pretty closely to the body of the foetus.
Taking these things into account, I resolved to try the forceps. If they took a firm hold and locked easily, the indications were in favour of success. If I had failed in getting a good easy lock, then I would have attempted to turn. Again, turning in a case like the present must be fatal to the child; the forceps not necessarily so.1 Regarding the mechanism of labour in this case, I think it must be considered as much the same as the mechanism of a case with a contracted conjugate diameter at the brim. In a contracted conjugate diameter the first step, according to Dr Matthews Duncan,2 is lateral flexion of the fcetal head, by which the sagittal suture approaches towards the sacral promontory (and the greater the contraction of the conjugate the more marked is the flexion), to which the side of the head adapts itself, and from this point as a pivot lateral flexion in the opposite direction, and rotation of the occiput on the pubes, take place, until it, the occiput, is brought down under the symphysis, with the long diameter of the head in the plane of the conjugate. The occiput now becomes fixed, and the forehead rolls off into the cavity of the pelvis.
What the first part of the act in this case consisted of I am not in a position to say, but the result of it was that the left side of the child's head became adapted to the tumour immediately above its most prominent part, and with the sagittal suture about where I have shown it; and from this as a pivot the occiput made its descent by a rotation movement to a point behind the symphysis, when it in turn became fixed and acted as the centre of motion to slip the forehead off the tumour.
I think the position of the sagittal suture at the commencement, the descent of the occiput which was observed, the jerking of the head off the obstructing mass, the ecchymosed condition of the left side of the child's head and face, and the depression and groove in the tumour, all tend to point to what I have described as the probable mechanism in this case. 1 Lectures on Obstetric Operations, Barnes, 2d edition, page 75.
In answer to the question, What is the extreme degree of narrowing that will admit the useful application of the forceps ??" I have stated it in the table at 3| inches, but it cannot be defined absolutely. A head slightly below the normal size, and less firmly ossified than usual, may be brought through a conjugate diameter of only 3 inches. And as we cannot know with precision what the properties of the head still above the brim are, we are justified in making tentative experimental efforts with the forceps before resorting to turning, which is perhaps more hazardous to the child, or to craniotomy, which is destructive to it. This uncertainty or want of fixity in the relations between the head and the pelvis compels us to leave a range or borderland of debatable territory between the more clearly recognised or conventional limits assigned to the several operations." 2 Obstetric Transactions London Society, vol. xx.
Dr Halliday Croom thought the case that had been brought under the notice of their Society one of the best told he had ever listened to. There were some interesting points in it to which he wished to allude. Thus it was unusual to meet with a tumour of such size in a woman who had so many previous pregnancies, and who had had no previous complication, haemorrhages, nor abortions. The treatment was good, and the selection of forceps fit and proper. In such cases one should remove the tumour if possible, and if not, attack the foetus. He thought it very remarkable that there were no complications in the third stage, such as haemorrhage, nor any interference with involution during the puerperium. It was certainly unusual for such a large tumour to have occasioned no complications either during pregnancy or the lying-in. Dr Simpson thought the profession and the Society indebted to Dr Sang for an important contribution to what the Germans termed " Casuistik." The first question to consider was that of diagnosis. Was this really a fibroid tumour ? Now, although the history and tenderness were against its being of a fibromatous nature, he had yet no doubt but that it was so. The tenderness may have been due to pressure, and its exact position, viz., in the upper part of the cervix, rendered it no barrier to conception, and prevented any complication in the third stage. In enumerating the conditions leading him to decide on early interference, Dr Sang had kept the maternal condition in view; but the child had also a better chance of survival. He agreed with Dr Croom that the use of the forceps was right. The record of the mechanism, and the history of the involution of the uterus, were very valuable, and would enrich our Transactions.
Dr Hart thought the case interesting, but did not believe the mechanism of delivery was that of a fiat pelvis. It had the movements one found at a justo-minor brim.
Dr Carmichael agreed with Dr Sang that forceps was the proper treatment, but demurred to his opinion that the child would have been dead if turned.
The President had little to add to what had been said. He was greatly pleased with the paper and the discussion on it. No doubt some points were obscure, but he agreed with Drs Croom and Simpson as to the nature of the tumour. It could not have been sarcomatous, was not inflammatory, and could really be nothing else but a fibroid. The difficulty of its causing no trouble in previous labours could be got over by supposing it was of recent growth. As to the question of turning and forceps, that was to be settled by the gentleman in charge of the case. Of course, if Dr Sang could have turned and brought down the occiput to the left, he might have had an easier delivery. The only question with him was, whether in such cases one was justified in using so much traction with the forceps. It was probably better for the mother to do craniotomy than to risk her life only to bring a still-born child into the world. His personal experience of such cases was not great. He might mention an interesting subperitoneal one. It was pediculated, and, getting impacted between the abdominal wall and pregnant uterus, set up general peritonitis. By the use of morphia, however, it ceased to give trouble, although at one time it was thought possible that it might require removal by gastrotomy. Dr James Young remembered a case of a patient in labour where there was a fibroid on the posterior wall of the uterus. Sir James Simpson also saw the case. Forceps were applied, and the woman and child recovered. Dr Sang thanked the Fellows for the reception accorded to his paper. It was only after the involution of the uterus had been watched, at Dr Simpson's suggestion, that this view was adopted of its being a " fibroid."
